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INTRODUCTION: Internal abdominal hernias account for 1%of all hernias but 5.8% of all bowel obstructions
and hence are of significant clinical importance. Similarly Spigelian hernias account for only 0.12–2% of
all abdominal wall hernias.
CASE PRESENTATION: We present and discuss the management of a case that presented with concurrent
falciform ligament internal abdominal hernia and Spigelian hernia. We believe this is the first reported
case of such an occurrence in the literature.
CONCLUSION: Due to the advancements in computer topography (CT) imaging many internal and
Spigelian hernias are diagnosed pre-operatively though these scan are not always available or indi-
cated in cases of suspected small bowel obstruction. Due to the high mortality rate of undiagnosed
internal hernias a high clinical suspicion must be maintained. The authors recommend laparoscopic
trans-abdominal repair of Spigelian hernias in order to examine the abdominal contents and exclude
rare, though potentially serious internal hernias.
© 2015 The Authors. Published by Elsevier Ltd. on behalf of Surgical Associates Ltd. This is an open
access article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
1. Introduction
Internal abdominal hernias present a rare and challenging diag-
nostic dilemma for the surgeon. Although accounting for 1% of all
hernias they account for up to 5.8% of all bowel obstructions and as
such are of significant clinical importance [1]. Congenital internal
hernias can be classified as either paraduodenal (50–55%), perice-
cal (10–15%), foramen of Winslow (6–10%), transmesenteric and
transmesocolic (8–10%), paravesical (<4%) and intersigmoid (4–8%)
according to their anatomical location [1,2].Other causesof internal
hernias include trauma either due to previous surgery or pene-
trating trauma and chronic inflammation such as cholecystitis [2].
Hernias occurring through the falciform ligament are a particu-
larly rare cause of internal hernia with only 37 cases reported in
the international literature [3]. These hernias are increasing in fre-
quency due to the number of iatrogenic injuries to the falciform
ligament and possibly increased prevalence of cholecystitis [3].
Spigelian hernias (or ventral hernias) are a rare abdominal wall
hernia that account for 0.12–2% of all abdominal wall hernias [4].
In adults they are considered acquired and result when abdominal
fat protrudes between a separation of internal oblique muscle and
transversus muscle fibres. This may occur secondary to pregnancy,
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chronic cough, straining and morbid obesity due to a raised intra-
abdominal pressure or abdominal operations [5].
2. Presentation of case
We present a case of a 67-year-old lady who was seen in rural
surgical clinic and booked for repair of a symptomatic Spigelian
hernia. She reported pain in her right lower quadrant over a three-
year period andhad an accompanying CT scanwhich demonstrated
the hernia containing omentum and preperitoneal fat. She had no
previous surgery and nothing else to preclude laparoscopic repair
and was booked for a laparoscopic mesh repair. Optical entry in the
left upper quadrant was used to instil laparoscopy and two 5mm
ports where inserted on the left abdomen to allow dissection and
mesh placement. At laparoscopy an incidental falciform ligament
hernia was found containing small bowel. The falciform ligament
was divided and a concurrent defect that continued onto anterior
wall was covered with a piece of Bard VentralexTM mesh secured
with a double crown of absorbable tacks. The Spigelian hernia was
repairedwith a similar piece of BardVentralexmesh and secured in
a similar fashion. She made an uneventful post operative recovery
and was discharged on the second post operative day. Follow up CT
imaging performed at a three month follow up showed the mesh
remaining in situ with no evidence of recurrent hernia. Clinically
the patient remains symptom free 12 months after the laparoscopy
Fig. 1.
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Fig. 1. Spigelian hernia defect visualised during laparoscopy.
Fig. 2. A laparoscopicviewof the falciformligamentdefectwithomentumherniated
through it.
3. Discussion
Falciform ligament hernias like all internal abdominal hernias
present most commonly as bowel obstructions with 50% requir-
ing a bowel resection [3]. The largest review on falciform ligament
hernias by Egle et al. illustrates perfectly the difficulty in clinically
diagnosing these hernias with only five of 37 cases having a diag-
nosis pre-operatively [3]. Computer topography imaging (CT) has
a sensitivity of 35.7% when identifying falciform ligament hernias
when performed pre-operatively [3].
Spigelianherniaspresent as either a lateral abdominalwallmass
that is reducible and has a cough impulse or if incarcerated may
present as visceral abdominal pain. Palpationof a lumpcanbeunre-
liable due to coverage of the hernia by the external oblique muscle
[6]. A high index of clinical suspicion must be maintained as 9 out
of 17 cases in a series by Artioukh and Walker were not suspected
pre-operatively [7]. CT imaging of a Spigelian hernia is by far the
most accurate diagnostic method of demonstrating a hernia defect
passing through the muscular layers [8] though ultrasound scan-
ning can demonstrate hernia defects in the abdominal wall and
bowel contained within them in the right hands [6]. In the case
of our patient the diagnosis of the falciform ligament hernia was
made intra operatively and this was allowed by the laparoscopic
approach, which then allowed the repair of both hernias Fig. 2.
Falciform ligament hernias are more likely to be encountered
intra-operatively when operating on a patient with a small bowel
obstruction rather than a known diagnosis pre-operatively and as
such many differing surgical approaches have been made. In the
review published by Egle et al. the majority of surgeons elected
to divide the falciform ligament and ligament of teres follow-
ing assessment of the herniated bowel and possible resection [3].
Unfortunately information regarding the nature of these opera-
tions (laparoscopic verses open) is not available for comparison.
The likely aetiology of the falciform ligament hernia in the case of
our patient remains unknown though congenital is the most likely
as there was no known iatrogenic cause.
Spigelian hernias necessitate surgical repair due to their high
rates of strangulation, incarceration and intestinal obstruction [9].
Surgical repair may be either direct closure through an abdominal
incision or with mesh. Recently laparoscopic repair preperitoneal
of these hernias has been shown to reduce hospital stays morbidity
[10]. The advantage of a trans abdominal laparoscopic repair, such
as the one performed in our case, is that it allows for examination
of the abdominal organs and as such surgical repair of incarcerated
and strangulated hernias [10].
4. Conclusion
CT imaging has increased the diagnosis pre-operatively of rare
abdominal wall and internal abdominal hernias [3,8]. Despite this
fact laparoscopic examination of all possible herniation sites and
examination of the abdominal organs is a valuable surgical tool
when available if there is a diagnostic dilemma and the patient
not critically obstructed. This case demonstrates the difficulty in
diagnosing internal hernias, when suspicion is low, by CT imag-
ing. Although laparoscopy in this case was able to diagnose and
repair this internal hernia intraoperative, it remains unclear if
this hernia was contributing to the presenting symptomatology.
While exceedingly rare, this case demonstrates that modern imag-
ing and surgical techniques, while essential, need to be balanced
with clinical acumen and a high degree of suspicion for uncommon
pathologies.
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